The techniques of radiological examination of the small bowel are considered.
Introduction
Plain-film examination of the abdomen plays a very useful role in the investigation of small bowel lesions. Numerous contrast examinations are available to assist in the diagnosis of small bowel pathology:
(1) Barium meal and follow-through examination.
(2) Hypotonic duodenography. (5) Angiography. (6) Lymphangiography. Vascular lesions may be demonstrated by angiography. In some cases of protein-losing enteropathy, lymphangiography may assist in the diagnosis of intestinal lymphangiectasis. These specialized procedures and the plain film changes will not be considered in this paper which will emphasize the radiological findings on barium examination. Hypotonic duodenography This was described by Mallet-Guy & Jacquemet in 1963. Raia & Kreel described their technique using the Scott-Harden tube in 1966. This doublelumen tube is passed into the stomach, and the inner tube manipulated into the second part of the duodenum. Four milligrams of oxyphenonium (Antrenyl) are given intravenously. Xylocain (2 ml of 4% solution diluted to 10 ml) is injected into the second part of the duodenum, after which barium is introduced. Three minutes after the intravenous injection of oxyphenonium the duodenal loop can be seen to become flaccid and immobile. This is assisted by the local application of xylocaine. A forced oxygen insufflation of the loop is then performed and spot films taken. It is hoped by this procedure to demonstrate minor distortions of the duodenal mucosa, lesions of the head of the pancreas, and papilla of Vater. Since the description of this technique, modifications have been made. Many authorities feel that it is adequate to produce duodenal relaxation with oxyphenonium and manipulate gastric air into the duodenum along with the barium taken conventionally during a barium meal examination. Supine spot films of the duodenal loop are then taken.
Small bowel enema
This was suggested by Schatzki in 1943 . ScottHarden in 1960 described his technique using the double-lumen tube. Having passed the tube into the stomach and the inner tube as far as possible along the duodenal loop, 20-30 ml of non-flocculating barium diluted with water to 60-90 ml are injected. This is followed by i-1 pint of No attempt will be made to cover all the possible lesions of the small bowel, which is beyond the scope of this paper. Selected conditions will be considered, and although some are rare, they are amongst those that it is one's daily task to either search for or exclude in routine examinations.
Duodenal carcinoma
In routine barium meal examinations, the whole of the duodenal loop should be examined. It is possible for the fourth part of the loop to be hidden behind the stomach, and in these cases, to visualize this area it is necessary to take a film with the patient prone, lying on a compression pad. This will displace the stomach upwards, uncovering the fourth part of the duodenum and the duodenojejunal flexure. Carcinoma of the duodenum is said to be rare, but Jefferson (1916) remarked that inch for inch the duodenum is more likely to undergo cancerous change than the jejunum or ileum. Bockus (1964) states that carcinoma of the duodenum makes up 3%/ of all intestinal carcinomas. In a series of twenty-two malignant lesions of the duodenum, Serrano & McPeak (1966) (Craig, 1969 Although this condition is rare in the experience of most clinicians, Bockus (1964) Reticulum cell sarcoma.
The Mayo Clinic reported 659 small bowel tumours of which 8% were malignant lymphomata (Good, 1963 (Whipple, 1907 (Bockus, 1964) .
On barium meal examination, the appearances may strongly resemble those of idiopathic steatorrhoea, but usually the segmentation and flocculation are not so marked. However, some important signs that may suggest this condition are:
(1) Arthritis, which frequently antedates the gastro-intestinal symptoms for some years. (Good, 1963 
